Six ounces of urine drawn off, specific gravity 1010, with considerable amount of pus.
Six ounces of urine were withdrawn for a few days, and then daily irrigation of the bladder with oxycyanide of mercury, 1 in 8,000, was carried out. By the end of May, 1920, he could pass urine three or four times a day aided by manual pressure on the abdomen. On vesical lavage as much as 40 oz. could be retained occasionally without any discomfort, the returning fluid being clear; at times, however, the discharge of this fluid was followed by that of an ounce or more of thick fcetid pus.
In June, 1920, he was admitted as an in-patient, and on June 22 cystoscopy under a general anesthetic was attempted. After the bladder was apparently clean the cystoscope was introduced, but vision through it was immediately obstructed by thick clouds of pus, which repeated lavage failed to disperse. Rest and lavage eased his condition, and he resumed his work until September, when difficulty in micturition again occurred. The bladder was opened, and two small flat stones were found in the region of the trigone; on removal of these a small hole presented itself which barely admitted the index finger. This led to a large cavity, the outlines of which could not be reached. On withdrawal of the finger a large amount of thick foetid pus welled up, a catheter was introduced, and copious lavage followed. The entrance to the diverticulum was centrally situated half an inch below the ureteric orifices, from which urine was observed to be passing.
In view of the septic condition it was thought advisable to defer further interference, and a large tube was inserted for drainage into the bladder. For a fortnight the diverticulum was freely irrigated with oxycyanide of mercury. Under a general anasthetic the bladder was freely exposed, and the peritoneum stripped upwards. The upper margin of the diverticulum was found to extend upwards to within half an inch of the fundus of the bladder posteriorly, and, upon the commencement of separation of the two sacs, no difficulty occurred.
Attention was now turned to the opening of the diverticulum. As the lower limits of the sac could not be determined, an anastomosis was decided upon. The position of the ureters was defined by the passage of a probe and an incision was carried upwards in the middle line from the upper border of the opening. The cut edges of the mucous membrane of the bladder and diverticulum were sutured on either side and the opening thus formed admitted three opposed fingers: the lower limit of the diverticulum could still not be Ward: Bladder Diverticulum felt. The depth of the incision of its apex was over half an inch, and it was noticed that there seemed tobe a distinct line of cleavage between the two sacs. A suprapubic drainage tube was inserted, and the wound healed in a.fortnight's time.: Micturition was performed every three hours during the day and twice during the night--the prone position helping to empty the bladder more freely. The urine was clear, with only occasional shreds of pus.
Six weeks after the operation, November, 1920, cystoscopy was performed under a local anesthetic. The anastomosis was widely open and healthy, and the point of the cystoscope was passed through: clouds of pus, h-iowever, obscured the view, and repeated lavage was of no avail.
The patient's condition remained satisfactory for six months, when lie was admitted with acute cystitis, blood and large quantities of pus being present in the urine. After preliminary lavage it was decided to attempt to remove the diverticulum. The introduction of potassium bromide, 15 gr. to the ounce, for the purpose of radiography, caused intense pain.
On May 31, 1921, the patient was anaesthetized and placed in the Trendelenburg position. The bladder was filled and a soft catheter left inz situt and clamped. Upon the bladder being exposed, the peritoneum was found to be adherent to the fundus, the abdominal cavity was opened intraperitoneally and the intestine packed off. The bladder and diverticulum filled the pelvis so thiat the hand could not be passed into Douglas's pouch. Some of the fluid in the bladder was run off, and, commencing from a median vertical incision through the peritoneum covering the fundus and back of bladder, the peritoneum was stripped off on either side. By digital manipulation the diverticulum was freed laterally as far as the attachments of the ureters to the bladder, and posteriorly from the pelvic floor. The difficulty in separating the lower end anteriorly disposed of the hope of removing the diverticulum in entirety. The bladder was then emptied, an incision made in the fundus and continued backwards and downwards to the anastomotic opening. The lower portion of the diverticulum below this opening was separated off and the two halves removed by scissors. After suture of the bladder and suprapubic drainage, a large drainage tube was passed from the pelvic cavity through the skin close to the coccyx, and the peritoneal toilet completed. Haemorrhage (luring the operation was slight. The patient made uninterrupted, though slow, recovery after considerable shock, and the wounds were healed within a fortnight.
December 13, 1921: He is now in good healthl and micturition is normal, urine clear with a few threads.
Cystoscopy: The bladder holds 215 oz. without discomfort. The bladder wall appears, as a whole, healthy. On the anterior wall is a patch of granulation tissue-the seat of drainage; posteriorly starting from the fundus and running downwards between the ureteric orifices is a ridge, most marked at the region of the trigone, where it spreads over on either side, forming two well-marked fossm. The ureters open on either side of this ridge in a slanting direction, the left rather higher than the right. There is no obstruction to the passage of a ureteric catheter and indigo-carmine is ejected freely: both orifices are distinctly dilated.
In the right fossa-an inch to an inch and a lhalf above the ureteric orifices -are two pairs of crypts with a resemblance in shape and size to dilated ureteric orifices. The point of a catheter passes in about 4 in., and they apparently do not communicate with one another. During the probing of these crypts, semi-transparent lines radiating from the tip of the catheter, appeared; this suggested that the endothelium of the bladder was loosely attached to the sides of these crypts, or alternatively, was not adherent to the base, as no movement of the crypt wall was observed at the same titie. The origin of these crypts seems obscure.
Case of Ureterocele.
By JAS. B. AIACALPINE, F.R.C.S.
THE specimen is a cyst removed from the vesical end of the left ureter. It was about the size of a pigeon's egg. It consists of a double layer of mucous membrane, the two layers lying back to back: the inner layer being derived from the ureteral mucosa and the external layer from the bladder mucosa. A bristle will be seen to traverse a minute aperture in the wall of the cyst, this being the ureteric orifice. It will be seen to be excentrically placed, lying not on the apex, but to one side of the cyst.
My patient was a young married lady, aged 26. She had suffered from haematuria at intervals for a period of six months. Sometimes the blood was absent for as long as three weeks at a time, at others it was constantly present over a period of several weeks. Clotting had been observed, but was not characteristic. Hypogastric pain had been present during the attacks and was of a short cutting character. No pain was present between the attacks of heematuria and there was no discomfort referable to the kidney area. Her general condition was good. External examination negative. Urine acid, specific gravity 1022; no abnormal constituents. On cystoscopic examination, a large semitranslucent cyst was seen arising from the neighbourhood of the left ureteric orifice; it appeared to be covered by healthy bladder mucous membrane on which were numerous vessels of varying size. Orifice of the ureter not visible.
Operation: I opened the bladder by the suprapubic route. The cyst was steadied by forceps and snipped off close to the bladder wall by means of a pair of curved scissors. Haemorrhage was quite insignificant and did not require the application of any ligature. The cyst wall was very thin and consisted merely of an inner and an outer layer of mucous membrane lying in close contact. It sprang from a circular origin which enclosed the ureter and had a diameter of about 1 in. At the line of incision the two layers of mucous membrane were in close contact and therefore the area denuded was represented by a thin circular line lying about A in. distant from the edge of the ureteric orifice proper. No improvement in the condition of this linear wound could have been effected by the insertion of sutures-they were, therefore, omitted. I closed the bladder in the usual way.
Convalescence was uneventful and the patient returned home at the end of three weeks. Five months later I again cystoscoped the patient. The ureteric orifice was widely open, and healing has been clean and neat around it. A ureteric catheter was slipped in and a pyelogram of the corresponding renal pelvis was obtained. It shows a minor degree of pelvic dilatation and clubbing of the renal calyces.
The underlying factor in the production of this condition is the small size of the orifice of the ureter. The stenosis appears to affect only the mucous coat of the tube. In the majority of reported cases in which a microscopic examination has been made, there have been present only two layers of the
